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Abstract

Background: Timely access to publicly funded health services is a priority issue across 
the healthcare continuum in Canada. The purpose of this study was to examine wait 
list management strategies for publicly funded ambulatory rehabilitation services in 
Ontario, Canada.
Methods: Ambulatory rehabilitation services were defined as community occupational 
therapy (OT) and physiotherapy (PT) services. A mailed self-administered question-
naire was sent to all 374 Ontario publicly funded sites. Descriptive statistics were used 
to explore management strategies.
Results: The response rate was 57.2%. Client acuity was the most common method 
used to prioritize access across all settings. The most frequently reported methods to 
manage wait lists included teaching self-management strategies (85.0%), implementing 
attendance policies (69.5%) and conducting wait list audits (67.3%).
Conclusions: Ambulatory rehabilitation settings have implemented a number of strat-
egies for wait list management. The results of this study suggest that an increasing 
number of Ontarians encounter barriers when accessing publicly funded ambulatory 
rehabilitation services.

Résumé
Contexte : L’accès en temps opportun aux services de santé financés par les fonds pub-
lics est un enjeu prioritaire du continuum des services au Canada. L’objectif de cette 
étude était d’examiner les stratégies de gestion des listes d’attente pour les services 
ambulatoires de réadaptation financés par les fonds publics en Ontario, Canada. 
Méthodologie : nous avons défini les services ambulatoires de réadaptation en tant que 
services communautaires d’ergothérapie et services de physiothérapie. nous avons envoyé 
un questionnaire autoadministré aux 374 établissements ontariens financés par les fonds 
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publics. Les stratégies de gestion ont été examinées à l’aide de la statistique descriptive.
Résultats : Le taux de réponse a été de 57,2 %. Dans tous les établissements, le degré 
d’affection des patients est la méthode la plus fréquemment utilisée pour prioriser 
l’accès. La méthode la plus souvent indiquée pour la gestion des listes d’attente com-
prend, notamment, l’enseignement des stratégies d’autogestion (85,0 %), la mise en 
place de politiques d’assiduité (69,5 %) et le contrôle des listes d’attente (67,3 %). 
Conclusions : Les établissements ambulatoires de réadaptation ont mis en place un certain 
nombre de stratégies pour la gestion des listes d’attente. Les résultats de cette étude lais-
sent croire qu’un nombre grandissant d’Ontariens se heurtent à des obstacles en matière 
d’accessibilité aux services ambulatoires de réadaptation financés par les fonds publics.

T

As shifts in the demographic characteristics of the population 
continue to occur at an unprecedented pace, and as other factors affecting 
supply and demand for healthcare change over time, timely access to compre-

hensive health services has become elusive (Murray et al. 2002). Multiple demands on 
healthcare systems are occurring across the continuum, and much of the policy focus 
has recently been placed on wait times for surgical and diagnostic services (CIHI 2005; 
OMHLTC 2006; Esmail and Walker 2002; Frankel et al. 1999; Juni et al. 2003; Trypuc 
et al. 2006). Despite the ongoing research and policy interest in the hospital-based 
aspects of care delivery, others have noted that wait lists for community-based services 
have become overshadowed by surgical and medical wait times (Young and Turnock 
2001). A recent study examining wait times for community rehabilitation indicated that 
individuals with chronic conditions have excessive wait times for outpatient and com-
munity occupational therapy (OT) and physiotherapy (PT) services in Ontario, par-
ticularly if these individuals are waiting for services in hospital outpatient departments 
(Passalent et al. 2009). The consequences of lack of access to rehabilitation services have 
been explored previously, and the outcomes seem to suggest that individuals who require 
and receive services are statistically more likely to self-report improved health status 
compared to those who are unable to access services (Landry et al. 2007). Landry and 
colleagues (2007) suggest that given the association between poor self-reported health 
status, morbidity and mortality, future research needs to examine the long-term impact 
to determine the extent to which barriers to access, including long wait times, may be 
associated with increased utilization of hospitals and family physicians.

As chronic disease continues to place increasing demands on the healthcare sys-
tem, some chronic conditions such as arthritis, musculoskeletal disorders and stroke 
are more likely than other conditions to be associated with disability, and are presum-
ably more likely to require rehabilitation intervention to optimize function, mobility 
and independence in the community (Barr et al. 2003; Wagner 1998; Rothman and 
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Wagner 2003; Beaglehole et al. 2007; Tsasis and Bains 2009). Moreover, the recent 
shift in emphasis for service delivery from hospital-based to community-based settings 
has resulted in additional demand on community rehabilitation providers (Landry et 
al. 2007; Baranek et al. 2004; Randall and Williams 2006). These factors, in combina-
tion, appear to be placing increased demand on rehabilitation service provision and 
therefore affecting timely access to appropriate healthcare providers.

Few studies have examined wait lists and wait times for outpatient PT and OT 
services. For instance, the provincial regulatory body for physiotherapists in Ontario 
reported that patients waited, on average, 10 days longer for urgent PT outpatient care 
through hospitals than through community PT clinics (College of Physiotherapists 
of Ontario 2000). In a 2007 study of rehabilitation in primary care, wait times were 
found to be shorter in privately funded practice settings compared to publicly funded 
settings, and for acute patient populations compared to those with chronic conditions 
(Cott et al. 2007). The literature that has examined community OT wait times indi-
cates that over half of community occupational therapists wait an average of one week 
or less from receipt of referral to a client’s first visit (Cott et al. 2007). Furthermore, 
data from the 2004 Ontario Auditor General’s report of community healthcare serv-
ices suggest that 45.6% of all people waiting for such services were waiting for home-
based OT (Auditor General of Ontario 2004).

Most recently, an Ontario study (Passalent et al. 2009) indicates that (a) wait 
times for community PT were longer than OT wait times, with the median wait time 
for OT and PT being 12.5 and 35 days, respectively; (b) maximum wait times for PT 
are more than twice as long compared to maximum wait times for OT (114 days wait-
ing for PT compared to a maximum of 63 days waiting for OT); and (c) over 10,000 
people reported waiting for OT or PT services across Ontario. Despite this limited 
examination of wait time and wait lists for outpatient and community rehabilitation 
services, little in the literature examines the management of these extensive wait lists. 
The purpose of this study was to explore the various wait list management strategies 
currently used for OT and PT services across publicly funded outpatient and commu-
nity settings in Ontario.

Methods
In order to explore wait list prioritization and management strategies used within 
publicly funded ambulatory rehabilitation services, we employed a mail-out survey 
across Ontario. The development of the survey tool has been reported elsewhere 
(Passalent et al. 2009) and will be only briefly reviewed in this paper. The study 
protocol was approved by the university Health network Research Ethics Board, 
Toronto, Ontario, Canada.

Laura A. Passalent et al.
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Survey development process

Individuals working in a management position in outpatient OT and PT settings 
across Ontario were invited in July 2006 to participate as key informants to obtain 
information on the extent, management and perceptions of wait lists in community-
based rehabilitation in Ontario, and to inform the development of the questionnaire 
used in the survey. A purposive, snowball sample of healthcare providers involved in 
community-based rehabilitation were invited to participate as key informants in this 
study. The purpose of the sampling was to ensure that key informants represented a 
range of community-based rehabilitation settings, geographic settings and health pro-
fessions. Key informants were identified by the researchers as known experts or those 
who were in a position to discuss current issues surrounding wait times and wait lists in 
community-based rehabilitation. These individuals were identified through existing and 
emerging contacts with professional associations, rehabilitation academics and service 
delivery organizations. A semi-structured interview guide was developed for the key 
informant interviews based on review of recent national and international peer-reviewed 
and grey literature on the topic of waiting times and rehabilitation. Questions regarding 
wait time and wait list measurement, management of wait lists and perceptions of the 
impact of community-based rehabilitation wait times and wait lists on the healthcare 
system were posed to key informants. Data were collected during the key informant 
interviews using written field notes and audiotape. Audiotapes were not transcribed but 
were used as a supplement to field notes when the interviews were summarized.

A questionnaire was developed based on the results of the key informant inter-
views. The key informants reviewed the survey and made important suggestions 
regarding the clarity, scope and feasibility of completing the questionnaire. This proc-
ess served to strengthen the questionnaire’s face and content validity, clarity, relevance 
and format. Among the more important findings gained from the key informants was 
that wait times and wait lists are generally not an important issue among settings that 
deliver privately funded rehabilitation services. For instance, a private for-profit clinic 
that delivers rehabilitation services funded through private sources (e.g., out-of-pocket, 
third-party insurance) and quasi-public sources (e.g., workers’ compensation insurance, 
motor vehicle accident insurance) generally do not have wait lists or long wait times to 
access services. As a result, we did not sample private for-profit clinics or other private-
ly owned settings that access private funding for service delivery in this survey; rather, 
we sampled not-for-profit settings that deliver publicly funded services. 

We acknowledge that restricting our sample limits the generalizability of our 
analysis; on the other hand, it did allow us to explore these issues with a relatively 
homogenous cohort. nevertheless, we chose to include designated physiotherapy 
centres (DPCs), formerly known as schedule 5 clinics, in the study sample because, 
although they are privately owned and operate on a for-profit basis, they invoice the 
Ontario Hospital Insurance Plan (OHIP) for services on a fee-for-service basis, which 
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qualifies them as delivering publicly funded services. DPCs provide publicly funded 
community-based PT services, and there are no equivalent structures for OT in the 
province of Ontario.

Sampling

In this study, community rehabilitation managers, professional practice leaders or 
senior therapists of all (n=374) publicly funded outpatient and community sites that 
provide OT and/or PT services to adults (age 19 years and older) in Ontario were 
surveyed using a self-administered mailed questionnaire. This included hospital out-
patient departments (OPDs); community health centres (CHCs); community care 
access centres (CCACs); the Arthritis society Rehabilitation and Education Program 
(AREP); and designated physiotherapy clinics (DPCs).1 Community rehabilitation 
services provided through mental health institutes or institutes that provide rehabili-
tation to children and adolescents, as well as specialty ambulatory programs (such as 
amputee programs or hand clinics), were excluded. 

Identification of all the sites and key contact persons who provide publicly 
funded outpatient and community OT and PT services in Ontario was obtained 
from the following sources: the Ontario Ministry of Health and Long-Term Care 
website (for DPCs, n=93); the Ontario Hospital Association website (for Hospital 
OPDs, n=208); the Ontario Association of Community Care Access Centres (for 
CCACs, n=42); the College of Occupational Therapists of Ontario; the College of 
Physiotherapists of Ontario (for OTs and PTs working in CHCs, n=10); and the 
senior Director of Client Programs, AREP (for regional directors of client services 
and individual therapists, n=21). Where necessary, organizations were contacted 
directly by telephone to identify the most appropriate person in the organization to 
receive the questionnaire. A key contact was identified for each setting for PT services 
and for OT services. If there was one contact for both PT and OT services, this indi-
vidual served as the single key contact for the setting.

Potential participants were mailed an information letter, a questionnaire and a pre-
paid return envelope on november 14, 2005. Three weeks after the initial mailing, all 
non-respondents were mailed a second information letter, a questionnaire and a pre-
paid return envelope. The final cut-off date for returned questionnaires was January 
12, 2006. Return of a completed questionnaire implied informed consent. The data 
from the questionnaires were entered into a database management system (Access for 
Windows 2000). Double data entry was undertaken to ensure data quality. 

Laura A. Passalent et al.
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Key study variables/measures
sETTInGs

settings included hospital outpatient departments; community health centres (CHCs); 
community care access centres (CCACs); the Arthritis society Rehabilitation and 
Education Program (AREP); and designated physiotherapy clinics (DPCs) that pro-
vided either community outpatient occupational therapy, physiotherapy or both.

GEOGRAPHIC REGIOn

Outpatient and community OT and PT settings were defined as urban or rural using 
Canada Post’s most basic definition as indicated by the second digit of the respond-
ent’s postal code. The number “0” indicates a rural location, and the numbers “1” 
through “9” indicate an urban location.

WAIT LIsT MAnAGEMEnT sTRATEGIEs

A list of 14 management strategies was provided (based on the results of a literature 
review and the key informant interviews). These included: use a centralized wait list  
(a single wait list for all patients within a setting or with other OT/PT facilities or 
institutions); hire more staff; allow clients with episodic needs to re-enter rehabilita-
tion without having to re-enter the system at the point of screening/referral; accept 
only in-house referrals (i.e., a specific clinical setting does not accept community refer-
rals); provide education to clients regarding self-management; ensure strict enforce-
ment of attendance policies; use group intervention rehabilitation for patients with 
similar conditions; use an “ad hoc” appointment to start the patient on a simple home 
program while the patient awaits assessment; use rehabilitation assistants to offset 
intervention time; use evidence-based benchmarks for wait list management; use guar-
anteed maximum waiting times; audit routine wait lists to determine whether clients 
awaiting assessment continue to require rehabilitation services; refer wait-listed clients 
to other clinics or facilities; use a computerized wait list to track referrals and wait 
times. Respondents were asked which wait list management strategies they have used 
in the past, currently used or never used. They were also asked to rate the perceived 
effectiveness of strategies they used to manage wait lists. 

METHODs TO PRIORITIzE WAIT LIsTs

A list of 10 ways of prioritizing wait lists was provided. Respondents were asked 
which methods they had ever used and which they used most frequently.

Further Evidence of Barriers to Access for People with Chronic Disease
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EFFECTIvEnEss OF MAnAGEMEnT sTRATEGIEs

The choices were very effective, somewhat effective and not at all effective.

Data analysis

Descriptive statistics were used to describe the study sample, to summarize results 
from the study questionnaires and to address the study objectives. sAs version 9.1 
was used for all analyses. Open-ended response items from the questionnaire were 
entered into n6/nvivo, coded and analyzed in order to explore the key informants’ 
beliefs and interpretations of the status of their wait list management. The qualita-
tive analysis allowed for a rich description of the issues being explored, and permitted 
some degree of interpretation of the quantitative data.

Results
The overall response rate to the survey was 57.2%, or 214 out of a possible 374 respons-
es. As indicated in Table 1, the response rates according to each setting were as follows: 
CCAC (45.2%), CHC (70.0%), OPD (58.7%), DPC (50.5%) and AREP (90.5%).

The majority of the respondent settings were located in urban locations. The 
proportion of settings reporting that they have a wait list varied. Thirty-six per cent 
of DPCs reported having a wait list, whereas more than 85% of OPDs and AREP 
reported having a wait list for OT outpatient services, PT outpatient services or both.

Approaches used to prioritize wait lists

Respondents across all settings described the challenges they face when dealing with 
long wait lists. For instance, as one respondent from a hospital outpatient department 
(OPD) reported, “You do the best you can with the ever-decreasing resources, giving 
some attention to those that have greater potential for rehabilitation. The rest either 
wait or get nothing.” The primary way in which to prioritize clients was by acuity, and 
was reported across all settings (see Figure 1). In other words, clients who presented 
with greater acuity were ranked as a higher priority for ambulatory rehabilitation serv-
ices across Ontario. Respondents indicated that chronic conditions have the lowest 
priority; according to one professional in a community setting, “We will put re-refer-
rals for the same person and the same condition, especially if it is a chronic condition 
and physio didn’t help the first time, at the bottom of the wait list.” The other common 
strategies to prioritize wait lists included chronology, referral source, client complexity 
and other. There was wide variation in the proportion of different methods used by 
each setting. For example, CCACs used a number of different prioritization methods, 
whereas DPCs used primarily acuity and chronological prioritization methods.

Laura A. Passalent et al.
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Table 1. Description of sample by setting

Characteristic Setting

Community 
Care Access 

Centres
n (%)

Community 
Health 
Centres
n (%)

Hospital 
Outpatient 

Departments
n (%)

Designated 
Physiotherapy 

Clinics
n (%)

The Arthritis 
Society 

Rehabilitation 
and Education 

Program
n (%)

OT services only 0 2 (28.6) 18 (14.8) n/a 4 (21.1) 

pT services only 0 5 (71.4) 75 (61.5) 47 (100) 10 (52.6)

OT and pT services 19 (100) 0 29 (23.8) n/a 5 (29.3)

Urban setting 19 (100*) 7 (100) 85 (69.7) 47 (100) 19 (100*)

report having a 
waiting list for OT or 
pT outpatient services

9 (47.4) 5 (71.4) 108 (87.8) 17 (36.2) 18 (94.7)

OT = occupational therapy; pT = physiotherapy; n/a = not applicable
* although community care access centres and the arthritis society rehabilitation and education program centres are all located in urban settings, 
services offered by these settings can extend to rural communities.

Figure 1. Most frequently used methods to prioritize wait lists by setting
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The most common methods used to manage wait lists are presented in Figure 2. self-
management methods (e.g., education pamphlets, generalized exercise) (85%) were the 
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most commonly used, followed by attendance policies (69.5%), regular wait list audits 
(67.3%) and referral to other clinics (67.0%). The least common methods to manage 
wait lists included the use of a computerized wait list management system (14.8%), 
guaranteed maximum wait times (14.5%) and centralized wait lists (10.1%).

Figure 2. Methods used for wait list management (n=214)
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Centralized wait list

The most common wait list management strategies used by hospital OPDs 
included prioritizing wait lists by acuity or referral source, encouraging clients to uti-
lize other community-based services and educating referral sources. Many hospital 
OPDs described putting clients with chronic musculoskeletal conditions at the bot-
tom of the list. As one respondent reported, “We have closed our wait list and no 
longer accept chronic referrals (only acute referrals and specialty programs accepted).”

Encouraging patients to utilize other rehabilitation services by providing informa-
tion about other PT clinics is one strategy that is often used, but it is limited in effec-
tiveness owing either to the lack of other publicly funded options or to clients’ inability 
to pay because of lack of private insurance. This situation arose particularly in rural 
and remote areas. As one rural hospital OPD stated, “Geographically, we are quite iso-
lated. For much of our clientele, a private clinic would be over 50 kilometres away … 
so we’re it.” One respondent concluded, “Many patients are denied treatment as a result 
[because] they cannot afford private.” The partial delisting of designated physiotherapy 
clinics has also limited the options available. “We used to refer patients to [DPCs] … 

Laura A. Passalent et al.
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but this is very limited now due to changes in Ministry of Health guidelines.”
Hospital OPDs are in a relatively unique position in that they do not receive their 

funding directly from OMHLTC; rather, their funding comes through their hospital’s 
global budget. As a result, they are more limited than other settings in their ability to 
utilize various wait list management strategies. Whereas a DPC has the option to hire 
more staff to meet wait list demands, a hospital OPD must compete with other serv-
ices within the hospital for funding. As one respondent stated, “We continue to put in 
increased staffing requests but have been restricted by the hospital budget.” Another 
said, “We have discontinued seeing or accepting referrals for chronic musculoskeletal 
disorders since we can’t see them in a timely manner anyway. We don’t have the ability 
to hire more staff. Our priority is to support post-total joint replacements and acute 
orthopaedic injuries (within 6 weeks).”

Further, some respondents reported that in response to the need to balance budg-
ets, many hospitals are considering reducing outpatient rehabilitation services in order 
to save money. In some of these situations, the hospital OPD represents the only 
publicly funded outpatient rehabilitation service in the region (often rural or remote), 
leaving huge issues of access to community-based rehabilitation for Ontario residents 
living in these areas.

The survey also asked respondents to rank the perceived effectiveness of their wait 
list management strategies (Figure 3). Based on self-reports, self-management, attend-
ance policies, regular wait list audits and referrals to other clinics were identified as 
the most commonly used management methods; however, these were not the meth-
ods identified as most effective. Over half of respondents (54.2%) reported that self-
management is an effective wait list management strategy, whereas only about a third 
(36.3%) found attendance policies to be effective. not surprisingly, hiring more staff 
was seen as the most effective method (71.2%), followed by the use of evidence-based 
benchmarks (65.4%), accepting only in-house referrals (64.5%) and using rehabilita-
tion assistants (64.0%). 

Discussion
Acuity of condition is the primary way in which publicly funded rehabilitation set-
tings prioritize clients on wait lists in the province of Ontario. However, it is unknown 
whether this method, or other methods, is effective in prioritizing wait lists in reha-
bilitation settings. A study examining the accuracy of referral priorities for OT within 
the united Kingdom indicated that 56% of low-priority cases were inappropriately 
prioritized, with a tendency to underestimate an accurate level of priority (Wright and 
Ritson 2001). While many agree that patients should be prioritized on a wait list based 
on need, and that this prioritization should be based on the best possible evidence 
(OMHLTC 2004; Wait Time Alliance 2005; shortt and shaw 2003; sanmartin et 
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al. 2000; Elwyn et al. 1996; DeCoster 2002; Meiland et al. 2002; Western Canadian 
Waiting List Project 2001), few organizations implement evidence-based practice for 
prioritization within rehabilitation settings (GTA Rehab network 2003).

Figure 3. perceived effectiveness of management techniques (n=214)

0 10 20 30 40 50 60 70 80 90 100

Per cent

Computerized wait list

Referral to other clinics

Regular audit of wait list

Guarenteed maximum wait time

Evidenced-based benchmarks

Use of rehabilitation assistants

Ad hoc appointments

Group interventions

Attendance policies

Self-management

Only accept in-house referrals

Patients with episodic needs

Hire more staff

Centralized wait list

Not at all effective

Somewhat effective

Very effective

In terms of managing wait lists, the use of centralized wait list management sys-
tems was not a common approach. The literature suggests, however, that the use of a 
central referral system allows patients to be triaged to the appropriate service, ensuring 
that there is no duplication of referrals and that appropriate referrals are received and 
managed through a systematic process (Maddison et al. 2004). Centralized systems 
facilitate wait list management by redirecting referrals to clinicians with shorter wait-
ing times (OMHLTC 2004; sanmartin et al. 2000). In the united Kingdom, the use 
of centralized systems reduced wait times for PT from 16 to four weeks and decreased 
non-attendance rates from 18% to 2% (Pattinson 2003). The Auditor General of 
Ontario (2004) has recommended the establishment of consistent policies for main-
taining centralized wait lists for community rehabilitation services in lieu of the com-
mon practice of maintaining separate lists by individual service providers.

An essential component of the centralized wait list management strategy is 
the need to perform regular audits to ensure that patients are listed appropriately 
(Romanow 2002; sanmartin et al. 2000; Elwyn et al. 1996; sullivan and Baranek 
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2002). Wait lists may be inflated by 20% to 30% owing to a change in condition, the 
patient’s death or move from the jurisdiction, change of mind regarding the procedure, 
or resolution of symptoms (McDonald et al. 1998). Despite these evidence-based 
findings, very few respondents reported using this management strategy. Further 
inquiry into why this approach is seldom used for community and outpatient OT and 
PT wait list management would be beneficial.

Despite findings in the literature suggesting specific strategies for wait list manage-
ment, few settings employed evidence-based strategies, as indicated above. A recent 
review examining the determinants of wait time management suggests that culture, 
human resources and information management tools are important factors for success-
ful wait time management (Pomey et al. 2008). In their work, Pomey and colleagues 
used a mixed-methods approach to report that wait list management appears not to 
have been a linear process across Canada; rather, there are a multitude of interacting 
complex factors. In order to improve wait list management approaches, these authors 
suggested a series of factors, raging from increased physician involvement to targeted 
funds. Given the few empirical studies in this particular area, future health services 
research may be warranted to examine the impact (or lack thereof ) of such factors on 
wait list management strategies used in community rehabilitation settings. 

The results presented in our study add to the growing body of evidence indicat-
ing that the various management methods used by outpatient physiotherapy clinics do 
not necessarily help to ameliorate the barriers to access to community physiotherapy 
services for persons with chronic disease. As found in the study by Passalent and col-
leagues (2009), people with chronic disease make up the largest proportion of those 
waiting for physiotherapy services, and this situation is compounded by management 
strategies that further disadvantage this patient population, such as prioritization 
based on acuity, that were found in all the settings we surveyed. This finding high-
lights the issue of potential complications, such as prolonged dependency on social 
benefits and indirect societal costs that may arise from the inability of patients with 
chronic conditions to seek service. For instance, persons with chronic diseases such as 
arthritis and stroke contribute the most to the burden of disease in Canada (Health 
Canada 2003; Perruccio et al. 2004; BC Ministry of Health 2004), and the projected 
rates of chronic diseases by the year 2028 (for those aged 65 and older) will constitute 
20.3% of Ontario’s population (Ontario Ministry of Finance 2002). The evidence that 
the presence of chronic conditions in older persons can lead to progressive disability 
signals the need to assess policies affecting access to community rehabilitation serv-
ices. Another potential complication could be the costly hospitalizations that might 
ensue if chronic conditions are not well managed at the earlier pathogenesis. For 
instance, other research has suggested that poor access results in poor self-reported 
health status (Landry et al. 2007), and other literature has reported that a higher uti-
lization of costly hospital and physician services occurs when individuals self-report 
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poor health status (Alarcon et al. 2004; Borglin et al. 2005; Frankenberg and Jones 
2004; Kind et al. 2005; Lindquist and Lindquist 1999; nelson et al. 2001; nord et 
al. 2005; Reijneveld 2000; Reijneveld and stronks 2001). Although empirical research 
is required to substantiate such hypotheses, it stands to reason that long wait times 
could drive overall healthcare costs, especially in light of the growing proportion of 
people reporting chronic disease. 

Limitations

There are limitations to this study that affect the degree to which our data and analysis 
can be generalized to other settings. First, the exclusion of specialty ambulatory reha-
bilitation services (e.g., amputee programs and hand clinics), where PTs and OTs are 
employed, may underrepresent the methods used to manage wait lists in community 
OT and PT settings. Furthermore, this study examined wait lists and wait times only 
for adult rehabilitation, excluding paediatric settings, a factor that may also contribute 
to an underestimation of wait list management utilization. second, although there 
was an acceptable response rate (57.2%) to the survey, there remains a potential for 
response bias. For instance, it is unclear whether the non-responders did not participate 
in the survey because they did not have a wait list and were therefore not interested, 
or alternatively, whether they did have wait lists but were reluctant to represent these 
data. Lastly, it would appear that there was underrepresentation from settings where 
OT services are provided at CHCs, OPDs and through the AREP program of the 
Arthritis society, with less than a 30% response rate from these settings. This situation 
may be a result of fewer OT services being offered in community settings throughout 
Ontario; however, the potential for non-response bias should be considered in terms of 
underestimating the wait list management strategies utilized by this subgroup.

Conclusions
The data from our survey indicate that acuity is a primary indicator for access to 
publicly funded ambulatory rehabilitation service in Ontario. Moreover, the results 
have also highlighted that the ways in which wait lists are managed are not consistent 
across the continuum. Collectively, these results add further evidence that a growing 
number of individuals with chronic disease may increasingly encounter barriers to 
accessing service. 

These results signal a need for stewardship within the publicly funded healthcare 
system to ensure that all residents have equal access to community rehabilitation serv-
ices, especially in light of the forecasted increase in prevalence of chronic conditions.
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Notes
1. Regarding DPCs, the Ontario Ministry of Health and Long-Term Care introduced strict eligi-
bility criteria to access community-based, publicly funded physiotherapy provided in the network 
of DPCs across the province in 2005. Prior to this, there were no criteria and all residents were 
eligible for 150 visits per year. After April 2005, Ontarians were required to meet any of the fol-
lowing eligibility criteria: (a) under 20 years or over 64 years of age; (b) resident of a long-term 
care facility; (c) clients who require home PT services after hospitalization; and (d) individu-
als who qualify for Family Benefits, Ontario Works or the Ontario Disability support Program 
(Government of Ontario 2002, last updated 2009).
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